INTRODUCTION
The Bangladesh Rural Advancement Committee (BRAC) is a private voluntary organization established in 1972. Its main objective is to improve the socio-economic condition of the rural people in Bangladesh, and its programmes cover a broad spectrum of development activities. This paper deals with the question of mortality in the Oral Therapy Extension Programme (OTEP) areas. The present population policy of the government of Bangladesh is particularly concerned with this problem, since the mortality level, particularly the infant mortality level, is still very high: about one in every ten children born in developing countries dies of diarrhoea before reaching the age of five. The OTEP programme can substantially reduce this high rate, Many children in Bangladesh are malnourished, and malnutrition is an important element of diarrhoea; diarrhoea interacting with malnutrition is a major cause of death among infants and young children [4] . The aim of this paper is to present the mortality levels from the baseline survey of the eight thanas, of which four are comparison thanas and the other four OTEP programme thanas.
Methods and Procedures of Data Collection
A detailed study design for this study has already been published as a working paper of ICDDR,B; however, in this section we shall briefly describe the design used.
A two-way classification was used to study the impact of the oral rehydration programme on mortality, one based on geography and the other on famine liability. In the first phase of the Oral Therapy Extension Programme (OTEP), five districts, Sylhet, Jessore, Paridpur, Kushtia, and Khulna, with a total of about 3.9 million households, were visited up until 1983 to teach the preparation and use of lobongur oral saline. These five districts were categorized by location, Sylhet on one side and the other four districts on the other. The second classification, based on the susceptibility of these areas to food shortages and famine, was carried out according to the method of B. Currey, who divided the populations into three groups: thanas very liable to famine (stratum 1), thanas liable to famine (stratum 2), and thanas least liable to famine (stratum 3) (see table 1 ). The above-mentioned four groups of thanas formed the basis of our study. Two thanas from each of the four categories were randomly selected; in each category one thana was considered as the programme than a A baseline survey of each union was followed by a six month retrospective multi-round survey, or follow-up survey. This report presents findings from the baseline survey and the first follow-up survey. The selected unions were considered as clusters for our study; each household in the selected union was interviewed. The total number of households studied is shown in table 2.
RESULTS

Mortality Level
The mortality level of both programme areas and comparison areas appears to be reasonable, although mortality level in the comparison areas was slightly lower than that in the programme areas. For instance, the crude death rate was 12.3 per thousand population in the comparison areas, compared with 12.7 in the programme areas. Table 3 shows the neonatal, post-neonatal, and infant mortality for two areas The neonatal mortality in the programme areas was considerably higher than in the comparison areas, while the difference in post-neonatal mortality between the two areas was not as great. The post neonatal mortality in the programme areas was 46 per thousand births, compared to 48 per thousand in the programme areas. To corroborate the direct estimates, infant mortality was also estimated by indirect techniques (table 4) . It is well known that the proportion of children born against those who have died is an indicator of child mortality. The estimates of child mortality shown here are based on the Trussell technique [7] . Because of fluctuations in the estimates, the rates are graduated by logit system [1] . Table 4 shows the estimated infant and child mortality from the baseline and first follow-up survey. The mortality levels based on 12, 13 and 15 in the West model I if e table are also shown [3] . The estimated mortality as derived by the indirect technique suggests no significant difference between the two surveys, although it seems that mortality in the follow-up survey is slightly lower than in the baseline survey [5] . The overall infant mortality as shown by 12 in the West model life table is considerably higher than in the direct estimates.
Neonatal, Post-neonatal, and Infant Mortality
Causes of Death
The causes of death for infants and children below the age of five years by sex are presented in tables 5 and 6. Malnutrition is the major cause of death for both infants and children (0-4 years): about 43 per cent of the male children and 39 per cent of the male infants died of malnutrition. The second and third major causes of deaths were diarrhoeal and other diseases. The "other" category includes murder, suicide, jaundice, and unknown causes. The causes of death for females followed the same pattern as the males.
Discussion and Conclusion
Detailed investigation of the results suggests that both neonatal and post-neonatal mortality is still high in both areas, and neonatal mortality accounts for about twothirds of the infant deaths, The infant mortality in the programme areas was 125 per thousand live births, while in the comparison areas it was only 113 per thousand births. The statistical Z test suggests that this is not significant. From the above findings it is difficult to ascertain that OTEP has any effect on infant mortality; but it is too early to draw any conclusions, since the information shown here was collected only six months after the OTEP programme was introduced. More time is probably required. The programme may have synergistic effects with other interventions, such as pure drinking water, environmental hygiene, sanitation, and general health education programmes.
The more important question raised by the study concerns the appropriateness of the intervention strategy to the task of reducing diarrhoeal mortality among children. Given the prevalence of diarrhoeal disease, the concentration of health education on mothers and on the home management of diarrhoea was appropriate; clearly, death rates may be high or low at given levels of mortality depending upon the availability of effective care for the sick. However, the scope for lowering death rates is likely to remain limited as long as the factors that generate disease remain unchanged.
In the case of diarrhoeal disease, these factors can be eradicated by better environmental conditions, safe drinking water, hygienic practices, and improved feeding habits by the household members.
